Endoscopic balloon dilatation (EBD) has become the first line of therapy for benign esophageal strictures (ESs); however, there are few publications about the predictive factors for the outcomes of this treatment.
INTRODUCTION
Benign esophageal stricture (ES) is a problem that pediatric gastroenterologists often encounter. ESs in children may develop from esophageal surgery and congenital constriction or as a result of caustic injury and esophagitis caused by gastroesophageal reflux [1] [2] [3] . This condition can result in the clinical syndromes of persistent nonbilious vomiting and dysphagia, and the most common clinical consequences are malnutrition and failure to thrive in children [4] .
Treatment for this condition is critical since it may cause high morbidity associated with failure to thrive and high aspiration risks. The aim of treatment is to ease the symptoms, improve the patient's nutritional status, and prevent complications. Recently, some studies reported the advantages and safety of balloon dilatation in the treatment of benign ES in children [5, 6] . Balloon dilatation has been the first line of therapy in the majority of patients [7, 8] due to the high rate of success and low complication and mortality rates [9] . With advances in endoscopic techniques, endoscopic balloon dilatation (EBD) has recently become the first line of therapy for benign ESs. The present study aimed to evaluate the response, safety, and factors predicting the outcome of EBD treatment for ESs, by retrospectively examining the records of pediatric patients who underwent the procedure.
MATERIALS AND METHODS

Patients
We had access to identifying information during and after data collection. The Ethics Committee of Shenzhen Children's Hospital approved the analysis (Register number: SZCH [article] 2019(012)) and waived the need for informed consent. The study was carried out in accordance with principles of the Declaration of Helsinki. The medical records of 64 pediatric patients under 18 years of age who were treated by EBD for anastomotic stricture after thoracoscopic esophageal atresia repair in Shenzhen Children's Hospital from January 2012 to December 2016 were investigated retrospectively.
All the patients were diagnosed with benign ES based on their detailed histories as obtained from their parents, clinical presentation, physical examination, upper gastrointestinal radiography, and endoscopic appearance. The diameter and length of the strictures were determined according to an esophagogram. A dysphagia scoring system was applied to assess the dysphagia and the scores scaled from 0 to 4: 0, no dysphagia; 1, unable to swallow certain solids; 2, able to swallow soft foods; 3, able to swallow only liquids; and 4, unable to swallow even liquids. Complete remission and relief of symptoms or dysphagia score ≤ 1 were considered effective responses. The follow-up time ranged from 36 mo to 60 mo. The demographic features, features of the strictures, and outcomes were recorded. The response, complication, and recurrence rates were comparatively evaluated, and the risk factors were analyzed.
Endoscopic technique
After written consent was obtained from the children's parents, endoscopy and dilatation were performed under general anesthesia with endotracheal intubation. First, a controlled radial expansion wire-guided balloon dilator (Boston Scientific, Cork, Ireland) was introduced and positioned across the stricture under the direct guidance of an endoscope (Olympus, Tokyo, Japan). Then, the balloon was inflated with saline to achieve the desired pressure, which was maintained for 1 min. Two to three three-minute multistep inflations with incremental size balloons were used in each dilatation session. The length of the balloon is 5.5 cm, and the diameters range from 6 mm to 18 mm. The balloon (Boston Scientific, Cork, Ireland. REF: M0058390, M0058400, M0058410, M0058420) was chosen according to the clinical condition of the patient and endoscopic appearance of the stricture. A balloon with a minimum inflated diameter 2 mm more than the stricture diameter was determined by clinical assessment.
All patients were followed as outpatients after successful dilatation. The interval between EBD sessions was 4-8 wk if symptoms of obstruction were present and thereafter was decided mainly according to radiology or endoscopy evaluation.
The treatment effect was evaluated based on improvement of symptoms or dysphagia score before the first dilation and after the final dilation. We defined failure as no alteration of the diameter of the stricture to dilation. Non-effectiveness was determined if the clinical symptom of dysphagia persisted until the tenth dilation. Recurrence was considered if a relapse of symptoms occurred within 1 year after the last procedure.
Statistical analysis
Statistical presentation and analyses were conducted using means, standard deviations, Student's t-test, and the chi-squared test by SPSS 19.0 (SPSS Inc., Chicago, IL, United States). Student's t-test was used for comparisons between groups; the chisquare test was used to study the association between two variables or the comparison between two independent groups with regard to the categorized data; if there were two or more groups, the analysis of variance was applied. Spearman rank order correlation analysis for nonparametric correlations was applied to test correlations between variables. A probability of error (P value) < 0.05 was considered statistically significant.
RESULTS
Demographic characteristics of the patients
Sixty-four children were diagnosed with ES in this study (median age, 5.45 mo; female/male ratio, 30/34). The demographic and clinical characteristics of the patients are given in Table 1 .
Strictures
As shown in Table 1 , most patients had a single stricture with a length of 2-5 cm. The most frequently involved site was the lower third of the esophagus. Compared to the diameter before the initial dilation, the diameter of the stricture was significantly greater after the final session of EBD (P = 0.014). Figure 1 shows an esophageal stricture in endoscopic view before and after dilation.
Outcomes of treatment
A total of 132 sessions were performed for the 64 patients, ranging from one to six sessions per patient. Two cases failed and underwent surgery. Of the patients with successful management, 96.77% had symptom remission. All the children with effective treatment were fed a solid or semiliquid diet. Improvement in nutrition and in failure to thrive was achieved. Relapse of symptoms occurred in two patients who received additional treatment by renewed EBD and are currently under follow-up. None of the patients died during the follow-up period after EBD. The outcomes of the EBD procedure are presented in Table 2 .
The most common complications in this study included esophageal perforation, bleeding, infection, and severe gastroesophageal reflux. Multiple complications occurred in two patients. One suffered perforation, aspiration, severe reflux esophagitis, and infection, and the other suffered perforation and infection. All the patients with complications healed under conservative treatment as follows: Pharyngeal suction, parenteral nutrition, systematic intravenous antibiotherapy, and antireflux medications. The patients suffered severe gastroesophageal reflux requiring treatment with omeprazole for antireflux and with domperidone as a dynamic drug for 2 wk to 2 mo.
Factors predicting the outcomes of EBD
The predictive factors for the outcomes of EBD are summarized in Table 3 . More complications and sessions were seen in the patients with more than one stricture site (P = 0.010 and 0.003, respectively) and in patients with a smaller diameter of strictures (P = 0.010 and 0.013, respectively). The length of the stricture was significantly associated with complications of EBD (P = 0.001). Moreover, a longer interval between surgery and the first EBD was related to more EBD sessions and a poorer response (P = 0.000 and 0.019). The factors predicting outcomes of endoscopic balloon dilatation treatment is shown in Table 4 . The correlations between risk factors and outcomes in patients with anastomotic esophageal strictures is shown in Table 5 .
DISCUSSION
In this study, the majority of the 64 patients had one stricture. The success rate of EBD (96.9%) in this study is higher than that reported in the literature [10] . The number of EBDs ranged from one to six sessions per patient (median: 2.19), which was much lower than the median five sessions per patient reported by Cakmak [5] . We speculated that our overall high success rate and relatively fewer median EBD sessions were partially due to the sufficient assessment and preparation before EBD, technical considerations, and the optimal choice of balloon size. The complication rate associated with EBD treatment of benign ES is approximately 13.2% [5] . The response rates have been reported to be between 16% and 80% [11, 12] . Recurrence was previously reported in 31.6% of patients after EBD treatment [5] . In our study, the complication rate was 8.06%. The effective response rate was 96.77%. Only two patients developed recurrence and required renewed EBD. The results of this study indicated that EBD was an effective alternative treatment with a low restenosis rate for ES in children.
The success rate of EBD is reduced in cases of long-segment stenoses [13, 14] . The greater the length of the stricture, the more times of EBD is needed [6] . The complication rate was as high as 37.5% in cases that had strictures longer than 5 cm [5] . We found a significant impact of stricture length on complications in this study, but it had no impact on success rate or the number of EBD sessions. The diameter and number of strictures significantly affected the complications and the number of EBD sessions, but did not affect the success rate, efficacy, or recurrence rate. More complications and more sessions were seen in patients with multiple strictures and/or small strictures. It was considered that the lumen tortuosity, deformation, and diverticulisation contributed to the adverse impact on endoscopic procedures and resulted in more complications. Moreover, a substantially higher shear force was necessary to achieve the same expected diameter using a small balloon than a larger balloon, for example, a 10 atm force was needed to obtain a same diameter of 8 mm when using a 6-7-8 mm balloon while only a 3 atm force was needed when using an 8-9-10 mm balloon. More shearing force was exerted on the esophagus in patients with small diameter strictures.
We further found that the key predictor of EBD sessions was the interval between surgery and the first EBD. An early EBD was related to fewer EBD sessions. Similar to the findings from some published studies on patients with caustic ESs, early EBD has a positive impact on treatment success [15] .
EBD was suggested not to be performed more than twice in view of the failure of treatment [16, 17] , increased risk of complications, and loss of time [18] . When the patients were divided into two groups according to the number of EBD sessions (≤ 2 and > 2), patients with more than two EBD sessions did not have a significantly higher risk of failure or complications compared to patients with two or fewer sessions in this study (P > 0.05). Gender was not a risk factor for outcomes of EBD in patients with ES in this study.
The shortcomings of our study include the relatively short follow-up period and the small sample sizes of the subgroups.
In conclusion, this study indicated that the diameter and number of strictures are the most crucial predictive factors for complications and the number of dilatation sessions. Stricture length is the main risk factor for complications of EBD. An early EBD after surgery is related to a better response and fewer EBD sessions. 
Research perspectives
Future studies analyzing safety and factors for the outcome of EBD treatment should focus on a comparison between strictures of different etiologies.
